• The approach used in this project could be used, not only for prevention of falls, but also for the selection and implementation of other evidence-based nursing interventions to improve outcomes for ED patients.
Introduction
Falls are an important public health problem, with direct medical costs for falls estimated to be $31 billion annually. 1 Prevention of fall-related injuries is a high priority for The Joint Commission; falls are in the Top 10 list of sentinel events reported to the Joint Commission and lead to prolonged hospital stays and increased cost of care. 2 There is a large body of literature related to prevention of falls in hospitalized patients, but there is limited published research on occurrence and prevention of falls in emergency departments. [3] [4] [5] [6] [7] [8] A Letter to the Editor in Archives of Emergency Medicine that was published in 1990 revealed a significant association between age and falls in an accident and emergency department in England, with 37.5% of those falls experienced by women aged 66 years and older. 3 A retrospective review of 57 falls that occurred in a single emergency department during a 2-year period revealed a relatively low sensitivity of 37.5% for an inpatient fall-risk identification tool to reliably identify patients at high risk of falling in emergency departments. 4 The authors concluded that it might be necessary to develop an EDspecific fall-risk identification and prevention model.
Two fall-risk assessment tools for use in emergency departments were published in the peer-reviewed medical literature in 2013. 5, 6 The Memorial Emergency Department Fall-Risk Assessment Tool was validated in 2 urban emergency departments in Colorado and found to have 100% agreement between raters. 5 The KINDER 1 Fall-Risk Assessment Tool was developed to accommodate the unique circumstances of increased risk of falls in emergency departments and was thought to be close to 100% accurate in identifying ED patients at high risk for falls. 6 Implementation of the KINDER 1 fall-risk assessment tool in Southern New Jersey, using Kotter's model for change, resulted in significantly fewer falls in the emergency department. 8 A report of a pilot study to assign fall-risk precautions in elderly patients in a single emergency department suggested that a functional test is needed, in addition to triage questions, to predict risk of falls accurately, although longer-term information about actual falls was not available. 7 The purpose of this project was to select and implement an evidence-based fall-risk assessment tool for use in the emergency departments of an integrated health care delivery system in Northern Minnesota, Wisconsin, and North Dakota through engaging the nurses who would be using the tool.
Methods
The project was reviewed by the Institutional Review Board at Essentia Health and determined not to be human subject research.
The Iowa Model of Evidence-Based Practice to Promote Quality Care was used as the framework for this evidence-based change. 9 The Iowa Model was selected instead of the other model to promote evidence-based nursing practice-The Stetler Model of Research Utilization to Facilitate Evidence-Based Practice-because the Iowa Model places the review of evidence in the context of organizational philosophy, priority, and process. 10 This is especially important in a large, diverse health care system such as Essentia Health.
Adoption of the Iowa Model for the current project is depicted in the Figure. The first step in the Iowa Model is to identify triggers, such as process improvement data, for change. In the current project, anecdotal reports of inconsistent use of the existing fall-risk assessment tool and variation in falls across the emergency departments were triggers to consider intervention with a new tool with supporting evidence of its efficacy for use in emergency departments. Assembling the relevant literature revealed only two tools 5, 6 that had been validated for use in emergency departments, and the MEDFRAT 5 was selected. The Memorial Emergency Department Fall-Risk Assessment Tool was selected by nursing leadership. It was chosen because the tool was validated and simple to use, has only 6 items, and results in 2 risk-stratification levels, with suggested fall-risk prevention interventions for each risk-stratification level. 5 In comparison with the previous tool available within the electronic health record that was being used inconsistently, the new tool includes a question related to alcohol or substance use, which has been shown to be associated with falls that occur in emergency departments. 5, 6 Another step in the Iowa Model is to monitor and analyze structure, process, and outcome data. The information systems team built the fall-risk assessment tool into the electronic medical record, including scoring and provision for selecting interventions recommended for the 2 fall-risk levels. Interventions that could be selected to lower risk of falls for patients include signs outside door, socks, hourly rounding, bed in low position, and call light within reach. Additional interventions that could be selected for patients at high risk for falls include bedside alarm, moving patient into view of nurses' station, and assistance with toileting. Alerts were built into the electronic health record to remind staff if hourly rounding was selected as one of the interventions.
A 1-hour education session about falls was created for nurses in the emergency departments. The presentation included information about the epidemiology of falls and fall-prevention projects being undertaken within the health care system, including STRIDE (http://www.stride-study.org/), a program to prevent falls in elderly patients at high risk, for community-dwelling adults, and inpatient efforts to reduce falls. Information about the Memorial Emergency Department Fall-Risk Assessment Tool 5 was presented to the nurses, followed by discussion about how the tool and suggested interventions could be implemented at each of the sites. At least 2 project representatives facilitated each session. 
Results
Characteristics of the 12 diverse emergency departments within the health care system are summarized in Table 1 . Two Joint Commission and 10 critical access hospitals were included. They range in size from 3 to 30 beds. The average number of ED patients annually ranges from 457 to 42,264, mean 13,966. Average length of stay in the emergency departments ranges from 127.5 to 267 minutes, and the number of falls in the period from September 2011, through January 2016, ranged from 0 to 76. Only 6% of the variation in number of falls per 1,000 patients was associated with the average length of stay (R 2 = 0.0645 from trend line; data not shown). Eleven of the 12 emergency departments were visited over a 4-month period; 60 nurses attended the sessions. One emergency department declined the education/discussion session because nursing leadership thought that they could provide the information to the nurses themselves. Issues that were raised about using the Memorial Emergency Department Fall-Risk Assessment Tool, and how those issues were addressed, are described in Table 2 . The lack of bedside alarms was mentioned by nurses from several of the emergency departments, and portable alarms were ordered for those departments. Suggestions to prevent falls were shared with other departments, including the use of different-colored grip socks for easy identification of patients at high risk for falls and Velcro signs for use on white boards to identify those high-risk patients in rooms where doors are not available for door signs. Logistical questions, such as "Can LPNs do the assessment?" (Answer: Yes), "Will it appear for children?" (Answer: Yes, for children aged 12 and older), and "Will it replace the current tool?" (Answer: Yes) were asked. Nurses expressed appreciation for the site-specific sessions and consideration of unique needs and environments across the system. Reaction to MEDFRAT was unanimously positive, with 1 nurse commenting that it included "much better questions than we have now" and another noting appreciation for the 2 risk levels in MEDFRAT compared with the 3 risk levels in the tool that was available.
Discussion
We implemented evidence-based change in fall-risk assessment and intervention in the emergency departments of a large, diverse, primarily rural health care delivery system, using the Iowa Model. Short-term outcomes, including issues encountered when using MEDFRAT, are being monitored. Longer-term outcomes, including a decrease in ED falls, will be measured over a longer period.
There is 1 other report in the literature in which the Iowa Model was used to implement evidence-based change in an emergency department. 11 In that project, at a single site, focus groups were held with relevant staff to discuss implementation and evaluation of a protocol to improve patient flow in the emergency department. Implementation of the protocol, using the Iowa Model, resulted in decreases in the number of patients who left without being seen; nurses felt empowered to take ownership of the new flow processes. Similarly, in the current study, the Iowa Model provided a framework for implementing an evidence-based tool to improve patient care in the emergency departments, and nurses valued the opportunity to be part of the process. It is hoped that this will translate into decreased falls in the emergency departments over time. The final step in the Iowa model is track outcomes; falls will be tracked in the future to determine long-term effects of this evidence-based nursing intervention.
Limitations
The major limitation of this project is that it was conducted in only 1 health care system. However, we believe that the diversity of the health care system helps to make the approach applicable to many other settings.
Implications for Emergency Nurses
Emergency nurses have an important role to play in preventing falls in emergency departments. The approach used in this project could be used not only for prevention of falls but also for the selection and implementation of other evidence-based nursing interventions to improve outcomes for ED patients.
Conclusion
We used the Iowa Model to implement evidence-based quality care changes for nursing staff to decrease patient falls in the emergency departments of a diverse health care system.
